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l nstructions

Complete this form if you wish to enroll in the Retiree A
(formerly ®poétwgmlsan)h.e This plan allows for a reduced mont'
pl an design changes. The Retiree Alternate Rate Option is
Total Benefits Package. For details, contact Human Resour
1. Retiree Personal I nf or mati on

Ful I Legal Name (Last, First, Mi ddl e I nitial)

Street Addr es s

City County Statezl P
Home Phone Number New phone number ?
(o - UNo OVYes

Cel |l Phone Number New phone number ?
0 - U No OVYes

Emai |

Current Heal th Pl an Coverage Level:
OSinglddeMarrri Odamily
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2. Covered Participants
Provide the following information for al/ dependents who
Rate Option plan.
Ful l _Legal_ ) Sex Rel ati o Date of Soci al Sequrity #
Last, First, Mi ddg
I Mal e I Spouse / / ) )
| Femal el Chil d dd mm YYYYy
I Mal e I Spouse / / ) i
I Femal el Chi I d dd mm VYyYyy
I Mal e I Spouse / ;- i
I Femal el Chil d dd mm VYYy
I Mal e I Spouse / ;- i
I Femal el Chil d dd mm VYYy
I Mal e I Spouse / / ) i
I Femal el Chi Il d dd mm VYyYyy
I Mal e I Spouse / ;- i
I Femal el Chil d dd mm YYYy
Provide the following information for anyone in this appl
Medi care, Medicaid, or Title 19
Reason Ef fective Date
L|:Ut| I F_Letga'lw_dr c Type Card N For Medicare, list both
ast, rrst, haq overa Part A & B Efflective Dates
I ®5 ol dleMedi care
I Di sabl efdMedi caild
| Ot her ITitle 19
I ®5 ol dleMedi care
I Di sabl efdMedi caild
| Ot her ITitle 19
I ®5 ol dleMedi carne
I Di sabl eftMedi cai|ld
| Ot her I Title 19
I ®5 ol dleMedi care
I Di sabl eftMedi cai|ld
| Ot her I Title 19
I ®5 ol dleMedi carle
I Di sabl efdMedi caild
| Ot her ITitle 19
I ®5 ol dleMedi carle
I Di sabl efdMedi caild
| Ot her ITitle 19
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